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August  28,  1957 


Honorable  Theodore  R.  McKeldin 
Governor  of  Maryland 
Annapolis,  Maryland 

Dear  Governor  McKeldin: 

It  is  a  great  satisfaction  to  me  to  transmit  to  you  the  Report 
on  Diagnostic  and  Rehabilitation  Centers  for  Handicapped 
Children,  which  is  the  culmination  of  a  year  and  a  half  of  study 
by  the  Maryland  State  Planning  Commission's  Committee  on 
Medical  Care. 

With  the  able  direction  of  Dr.  Paul  A.  Harper,  Chairman, 
the  Subcommittee  on  Medical  Services  and  Facilities  for  Handi- 
capped Children  in  Maryland,  addressed  itself  to  the  special 
problems  of  those  with  multiple  handicaps  and  with  disabilities 
presenting  difficult  diagnosis.  After  a  penetrating  investigation 
of  existing  services,  the  Committee  produced  what  the  Commis- 
sion believes  to  be  a  realistic  and  progressive  program  for  meeting 
the  acute  needs  of  these  children. 

It  is  particularly  important  to  bear  in  mind  that  while  the 
recommendations  contained  in  this  report  for  the  establishment 
of  Diagnostic  and  Rehabilitation  Centers  provide  for  more  effec- 
tive utilization  of  already  existing  facilities,  minor  capital  im- 
provements necessitated  by  this  program  will  be  provided  for 
by  the  institutions  from  available  funds.  The  central  theme 
of  this  report  is  how  to  make  the  maximum  contribution  to  the 
community  through  carefully  integrated  programs  through  ex- 
isting institutions. 


In  the  near  future  the  Commission  will  release  additional 
reports  in  this  series,  including  a  report  on  services  to  mentally 
retarded  children,  and  one  on  medical  aspects  of  education  of 
handicapped  children  in  Maryland. 

On  behalf  of  the  Commission  and  of  the  Committee  on 
Medical  Care,  I  commend  this  report  to  your  most  serious  con- 
sideration, in  the  firm  belief  that  it  represents  a  comprehensive 
study  of  the  problem,  and  an  inspired  program  to  properly  cope 
with  this  problem. 

Your  cooperation  and  continued  interest  in  this  problem  is 
acknowledged,  with  appreciation. 


Sincerely  yours, 


"^M^-y-^^^ 


Joseph  Meyerhoff 
Chairman. 
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COMMISSION 
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GEORGE  H.  YEAGER,  M.  D. 
Chairman 
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Baltimore  1,  Maryland 


July  15,  1957 


Mr.  Joseph  Meyerhoff,  Chairman 
Maryland  State  Planning  Commission 
100  Equitable  Building 
Baltimore  2,  Maryland 

Dear  Mr.  Meyerhoff: 

I  have  the  honor  to  transmit  herewith  to  you,  as  Chairman 
of  the  Maryland  State  Planning  Commission,  the  Report  on  Di- 
agnostic and  Rehabilitation  Centers  for  Handicapped  Children. 

This  report  has  been  prepared  by  the  Subcommittee  on  Medi- 
cal Services  and  Facilities  for  Handicapped  Children  in  Mary- 
land.    It  has  been  approved  by  the  Committee  on  Medical  Care. 

We  concur  with  the  Subcommittee  that  the  single  greatest 
advance  which  can  now  be  made  for  all  handicapped  children  in 
Maryland  would  be  to  establish  centers  for  the  diagnosis  and 
evaluation  of  children  with  severe  or  multiple  handicaps  at 
both  University  and  Johns  Hopkins  hospitals. 


Very  Sincerely  yours, 


•  >.^P-. 


George  H.  Yeager,  M.D., 
Chairman 


MARYLAND  STATE  PLANNING 
COMMISSION 

COMMITTEE  ON  MEDICAL  CARE 

GEORGE  H.  YEAGER,  M.  D. 
Chairman 


1211  Cathedral  Street 
Baltimore  1,  Maryland 


May  27,  1957 


Dr.  George  H.  Yeager,  Chairman 
Committee  on  Medical  Care 
1211  Cathedral  Street 
Baltimore  1,  Maryland 

Dear  Dr.  Yeager: 

I  take  pleasure  in  transmitting  herewith  the  first  interim 
report  of  the  Subcommittee  on  Medical  Services  and  Facilities 
for  Handicapped  Children  in  Maryland.  This  report  recom- 
mends the  development  of  two  Diagnostic  and  Rehabilitation 
Centers  by  the  medical  institutions  of  the  University  of  Maryland 
and  The  Johns  Hopkins  University. 

The  report  was  unanimously  approved  by  the  Subcommittee 
at  its  meeting  on  May  15,  1957. 


Sincerely  yours, 


Paul  A.  Harper,  M.D.,  Chairman 
Subcommittee  on  Medical  Services 
and  Facilities  for  Handicapped 
Children  in  Maryland 
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INTRODUCTION 

The  Committee  on  Medical  Care  of  the  State  Planning 
Commission,  early  in  1956,  formed  a  Subcommittee  on  Medical 
Services  and  Facilities  for  Handicapped  Children  in  Maryland 
and  charged  it,  as  follows: 

1.  To  obtain  approximate  figures  for  the  prevalence  of 
physical,  mental  and  emotional  handicapping  conditions 
among  children,  together  with  rough  estimates  of  pre- 
ventability,  severity,  and  amenability  to  treatment  of 
the  various  diagnostic  categories. 

2.  To  provide  an  objective  opinion  of  the  special  needs  of 
these  children,  especially  in  the  field  of  medical  care. 

3.  To  survey  services  and  facilities  in  Maryland  for  find- 
ing, diagnosis,  treatment,  care  and  rehabilitation  of 
these  children.  This  study  should  provide  an  estimate 
of  the  adequacy  and  efficiency  of  such  services  and 
facilities. 

4.  To  recommend  improvements  in  services  and  facilities 
for  case  finding,  diagnosis,  treatment,  care  and  rehabilita- 
tion of  handicapped  children. 

5.  To  recommend  means  by  which  medical  judgment  can 
contribute  effectively  to  the  initial  placement  and  periodic 
review  of  placement  of  these  children  in  the  educational 
system. 

6.  To  make  recommendations  for  coordination  and  con- 
tinuity of  services  as  responsibility  for  a  given  child  is 
transferred  from  agency  to  agency. 

7.  To  recommend  methods  for  use  of  above  services  and 
facilities  for  the  training  of  physicians,  nurses,  social 
workers,  and  therapists  in  the  care  of  handicapped 
children,  and  to  make  other  recommendations  for  the 
care  of  these  children. 

The  Subcommittee  held  its  first  meeting  on  May  4,  1956, 
and  has  met  regularly  in  the  interim.  It  defined  a  handicapped 
child  as  a  person  under  21  years  who  cannot  play,  learn,  work,  or 
do  the  things  other  children  of  his  age  can  do,  and  is,  therefore, 
unable  to  achieve  his  full  physical,  mental,  and  social  potential. 
The  Subcommittee  decided  that  it  was  primarily  concerned  with 
those  conditions  which  are  handicapping  or  lead  to  handicapping, 
and  which  need  organized  community  services. 


CHAPTER  I 

SUMMARY  AND  RECOMMENDATIONS 

Maryland,  during  the  past  three  decades,  has  developed  a 
large  number  of  services  and  facilities  for  children  with  more 
than  ten  kinds  of  handicaps.  Over  13,000  children  (about  1.5 
percent  of  the  population  under  21)  received  services  in  1956 
through  the  Crippled  Children's  Program  of  the  Maryland  State 
Department  of  Health.  Scores  of  voluntary  and  official  agencies 
participated  in  this  work  with  handicapped  children. 

In  spite  of  the  progress  which  has  been  made,  there  are 
many  gaps  in  service,  and  much  remains  to  be  done.  Parents, 
doctors,  nurses,  social  workers,  and  the  directors  of  voluntary 
and  official  agencies  have  repeatedly  told  the  Subcommittee  that 
many  cripplied  children  in  Maryland  fail  to  get  all  the  benefit 
modern  medicine  and  education  can   provide. 

Services  to  handicapped  children  are  more  available  in  some 
parts  of  the  State  than  in  others  and  certain  types  of  service  are 
simply  not  available  in  some  communities.  This  is  most  often 
true  of  children  who  live  in  the  rural  areas  of  Maryland,  and  fo 
those  who  have  many  handicaps  regardless  of  where  they  live. 

Children  with  multiple  handicaps  include  those  with  cerebral 
palsy,  epilepsy,  defects  of  speech  and  hearing,  emotional  dis- 
turbance, and  mental  retardation.  Such  children  need  the 
services  of  many  specialists  in  many  different  clinics.  A  complete 
examination  often  takes  more  than  a  year  for  children  who  live 
in  or  near  Baltimore,  and  may  never  be  completed  for  children 
who  live  in  distant  parts  of  the  State  and  whose  parents  find  it 
difficult  or  impossible  to  make  all  the  necessary  trips  to  city  clinics. 

Most  clinics,  especially  those  for  hearing  and  speech,  epilepsy, 
neurology,  and  child  psychiatry,  have  waiting  periods  of  three 
months  or  more,  and  some  of  them  take  only  the  more  severe 
cases. 

Many  children  get  lost  in  a  maze  of  clinics  for  lack  of  a 
single  responsible  person  to  take  charge  of  them.  Fm^thermore, 
when  examinations  are  completed,  there  is  frequently  no  single 
person  or  group  responsible  to  weigh  all  the  findings,  to  explain 
these  to  the  parents,  and  to  decide  with  parents  on  a  plan  of 
treatment. 

There  is  a  shortage  of  many  types  of  specialized  personnel 
needed  to  care  for  these  children.     The  chief  shortages  are  in 


audiologists,  speech  and  physical  therapists,  psychologists,  social 
workers,  and  teachers  who  have  had  experience  and  training  for 
work  with  crippled  children.  There  are  too  few  physicians 
trained  in  some  of  the  newer  specialities.  Moreover,  there  is  no 
central  place  in  Maryland  where  such  persons  can  gain  experience 
in  working  together  for  children  who  have  many  different  handi- 
caps. 

Many  handicapped  children  who  are  in  special  schools  or 
classes  are  improperly  placed  because  of  the  inadequacy  of  the 
initial  diagnostic  study,  or  of  subsequent  re-evaluation.  There 
is  no  easy  way  to  get  an  impartial  review  when  there  is  a  difference 
of  opinion  about  where  a  child  should  be  placed.  For  example, 
during  1956  there  were  107  children  committed  to  Rosewood 
State  Training  School.  The  staff  at  Rosewood  estimates  that 
half  of  these  children  would  not  have  been  committed  to  Rose- 
wood if  the  courts  had  been  able  to  get  an  adequate  diagnosis 
within  a  reasonable  time. 

The  Subcommittee  believes  that  the  numbers  of  handicapped 
children  will  become  greater  and  that  the  complexity  of  needed 
services  will  also  increase.  The  newer  drugs,  including  the 
antibiotics,  are  saving  more  children  who  formerly  would  have 
died,  and  other  advances  are  providing  new  tools  to  help  such 
children.  This  is  desirable  not  only  from  a  humanitarian  view, 
but  it  is  sound  economy  because  most  handicapped  children  can 
be  helped  by  modern  medicine  and  education,  and  many  who 
would  otherwise  become  lifelong  public  charges  at  far  greater 
cost,  can  now  hope  to  become  self-supporting,  independent, 
productive  citizens. 

It  is  the  unanimous  opinion  of  the  Subcommittee  that  the 
single  greatest  advance  which  now  can  be  made  to  the  advantage 
of  all  handicapped  children  in  Maryland  would  be  the  estabhsh- 
ment  of  two  or  more  centers  for  the  diagnosis,  evaluation,  initial 
treatment,  and  rehabilitation  of  children  with  severe  or  multiple 
handicaps. 

Such  centers  would  integrate  the  services  of  many  specialists 
in  a  team  approach  which  would  be  economical  in  both  professional 
and  patient  time,  and  would  also  fix  responsibility  for  planning 
and  follow-up  on  one  person.  There  is  no  such  facility  at  present 
providing  this  type  of  integrated  service  for  handicapped  children 
in  Maryland. 

The  Subcommittee  had  the  advantage  of  close  liaison  with 
a  complementary  committee  appointed  by  the  State  Board  of 
Education,  under  the  chairmanship  of  Mr.  George  W.  Constable, 
to  study  the  educational  needs  of  atypical  children  in  Maryland. 


It  is  pertinent  that  one  of  the  major  recommendations  of  that 
committee  calls  attention  to  the  need  of  teamwork  on  the  part 
of  medical  specialists,  educational  authorities,  parents,  and 
teachers  in  planning  for  a  handicapped  child;  and  also  that  there 
should  be  facilities  at  the  State  level  for  periodic  joint  evaluation 
and  diagnosis  of  children  with  difficult  diagnostic  problems. 

The  Subcommittee  submits  as  a  desirable  program,   the 
following: 

1.  The  establishment  of  centers  for  diagnosis,  evaluation, 
initial  treatment,  and  rehabilitation  of  handicapped 
children,  particularly  those  with  complex,  or  multiple 
handicaps,  from  all  parts  of  Maryland,  at  the  University 
Hospital,  and  The  Johns  Hopkins  Hospital. 

2.  The  development  of  facilities  for  long-term  treatment 
and  rehabilitation  at  The  James  Lawrence  Kernan 
Hospital,  and  Children's  Hospital  School  for  children 
with  a  wide  variety  of  chronic  handicaps. 

3.  Close  liaison  in  these  endeavors  between  The  Johns 
Hopkins  Hospital  and  Children's  Hospital  School,  and 
between  University  Hospital  and  The  James  Lawrence 
Kernan  Hospital. 

4.  Each  center  should  have  both  pediatric  and  adolescent 
units;  the  pediatric  units  under  pediatric  supervision, 
and  the  adolescent  units  jointly  supervised  by  pediatrics 
and  adult  medicine. 

5.  The  provision  of  sufficient  personnel  in  the  centers,  to 
staff  on  a  part-time  basis,  the  clinics  conducted  by  the 
Crippled  Children's  Programs  of  the  Maryland  State 
and  Baltimore  City  Departments  of  Health. 

6.  The  centers  should  also  provide: 

(a)  Centralization  of  responsibility  for  the  child  in  a 
single  physician 

(b)  Parent  education  in  the  care  of  handicapped 
children 

(c)  Research  in  causes  of  handicapping  conditions 
and  in  methods  of  treatment 

(d)  Training  of  physicians,  medical  students,  nurses, 
social  workers,  therapists,  and  educators  in  the 
care  of  handicapped  children 

7.  The  inclusion  of  the  following  services  in  those  provided 
by  the  centers: 


Pediatrics  Cardiology 

Medicine  Psychology 

Neurology  Social  Service 

Orthopedics  Speech  Therapy 

Psychiatry  Physical  Therapy 

Physical  Medicine  Occupational  Therapy 

Audiology  Nursing 

Ophthalmology  Education 

Otolaryngology  Electroencephalography 

Plastic  Surgery  Laboratory 
Dentistry — all  branches         Radiology 

These  services  should  be  integrated  to  provide  complete 
evaluation  of  the  child,  with  a  minimum  expenditure  of 
time  and  money,  and  with  the  participation  of  a  team  of 
workers  in  planning  the  treatment  program. 

8.  The^  provision  of  diagnostic,  evaluation,  and  guidance 
services  to  mentally  retarded  and  emotionally  disturbed 
children  and  their  parents  by  the  diagnostic  and  re- 
habilitation centers  at  the  University  and  The  Johns 
Hopkins  Hospitals,  in  close  affiliation  with  the  State 
Department  of  Mental  Hygiene  and  the  staff  of  Rose- 
wood State  Training  School. 

9.  The  Subcommittee  recommends  that  this  report  be 
presented  to  the  University  of  Maryland  School  of 
Medicine  and  The  Johns  Hopkins  University  School  of 
Medicine  for  their  careful  consideration,  and  that  it  be 
transmitted  to  the  Governor  of  Maryland  for  his  con- 
sideration and  such  action  as  he  may  deem  proper. 


CHAPTER  II 

WHY  DIAGNOSTIC  AND  REHABILITATION  CENTERS 
ARE  NEEDED  IN  MARYLAND 

The  limitations  of  present  services  and  facilities  for  handi- 
capped children  will  be  described  and  it  will  be  shown  that  these 
services  are  more  available  in  some  parts  of  the  State  than  in 
others,  and  that  certain  types  of  speciciiLy  services  are  not  avail- 
able in  some  counties,  both  rural  and  suburban.  It  will  also  be 
shown  that  there  is  a  shortage  of  training  facilities  and  trained 
individuals  to  care  for  handicapped  children. 

This  report  will  present  the  considered  opinion  of  many  in- 
formed individuals  interviewed  during  the  course  of  the  study  who 
believe  that  centers  for  the  diagnosis  and  evaluation  of  handi- 
capped children  are  urgently  needed,  and  that  such  centers  will 
provide  a  place  to  assist  in  the  training  of  personnel  needed,  if 
services  are  to  be  extended  throughout  the  State. 

In  describing  present  services  and  facilities,  those  in  and 
adjacent  to  medical  centers  will  be  discussed  first,  and  secondly, 
those  in  the  counties  of  Maryland.  This  will  be  followed  by  a 
description  of  the  results  of  limitations  of  service,  and  then  a  dis- 
cussion of  the  shortage  of  personnel  trained  in  the  care  of  handi- 
capped children. 


A.     SERVICES  AND   FACILITIES   IN   AND   ADJACENT 
TO  MEDICAL  CENTERS 

Services  in  centrally  located  hospitals  generally  have  been 
organized  along  specialty  lines.  Clinics  have  been  formed  for 
children  with  a  variety  of  handicaps,  such  as;  epilepsy,  hearing 
and  speech,  cleft  palate,  orthopedic,  cardiac,  cerebral  palsy, 
and  eye  defects.  These  clinics  serve  a  limited  number  of  children 
and  many  have  long  waiting  lists.  No  exact  figures  are  available 
as  to  the  number  of  children  who  apply  but  who  cannot  be  cared 
for  by  them.  It  is  known  that  application  is  not  made  for  some 
children  because  of  the  lengths  of  these  waiting  lists. 

Other  shortages  are  more  easily  documented.  For  example, 
there  is  only  one  hearing  and  speech  clinic  in  Maryland,  at  The 
Johns  Hopkins  Hospital,  and  this  clinic  is  so  overloaded  that 
it  serves  only  the  more  severe  cases,  and  then  only  after  a  wait- 
ing period  of  several  months.  The  need  for  at  least  one  other 
such  clinic  has  been  clearly  demonstrated. 


There  are  two  central  epilepsy  diagnostic  clinics,  one  at  the 
University  Hospital  and  the  other  at  The  Johns  Hopkins  Hospital. 
These  are  somewhat  understaffed  but  perform  specialized  diagnos- 
tic procedures.  The  staffs  of  these  clinics  also  serve  the  epilepsy 
diagnostic  clinics  held  in  the  counties.  About  50  percent  of 
epileptic  children  have  multiple  handicaps,  and  because  of  this 
the  medical  directors  of  both  these  clinics  have  stated  that  a 
diagnostic  and  rehabilitation  center  would  greatly  improve  serv- 
ices to  these  children. 

There  are  no  integrated  services  for  children  with  cerebral 
palsy  in  either  the  University  Hospital  or  The  Johns  Hopkins 
Hospital,  although  many  of  the  specialized  services  are  present. 
Clinics  are  held  in  Baltimore  under  the  auspices  of  the  Crippled 
Children's  Program  and  the  Baltimore  League  for  Crippled 
Children.  The  Maryland  Association  for  Cerebral  Palsy  operates 
a  day  nursery  school.  The  Children's  Rehabilitation  Institute 
is  a  privately  operated  residential  school  which  cares  for  50  to  60 
children,  about  half  of  whom  are  from  Maryland.  All  of  these 
facilities  have  orthopedic  supervision  and  services,  but  there 
is  no  close  affiliation  with  a  medical  center  and,  therefore,  no 
easy  access  to  other  diagnostic  services,  such  as;  pediatrics, 
neurology,  speech  and  hearing,  psychiatry,  and  psychology. 
Lack  of  close  affiliation  and  proximity  with  teaching  hospitals 
frequently  results  in  long  delays  or  failure  to  get  complete  medical 
work-up.  Also,  the  teaching  value  of  patients  has  been  largely 
lost  to  Maryland  medical  schools,  and  generations  of  orthopedists, 
pediatricians,  and  neurologists  have  had  relatively  little  contact 
with  some  aspects  of  this  problem. 

About  80  percent  of  the  patients  with  cerebral  palsy  have 
multiple  handicaps,  including  seizures,  and  speech  and  hearing 
problems,  which  necessitate  a  wide  variety  of  medical  and  allied 
services.  A  diagnostic  and  rehabilitation  center  is  urgently 
needed  to  extend  and  coordinate  present  services  to  children  with 
cerebral  palsy. 

Services  for  children  with  orthopedic  handicaps  are  present 
in  the  orthopedic  departments  of  general  hospitals  and  at  two 
special  hospitals.  Children's  Hospital  School  and  The  James 
Lawrence  Kernan  Hospital,  which  have  affiliation  with  ortho- 
pedic departments  of  The  Johns  Hopkins  Hospital  and  Uni- 
versity Hospital,  respectively.  Both  special  hospitals  serve  a 
large  number  of  handicapped  children  and  have  well-developed 
orthopedic  services,  but  they  lack  other  needed  services,  such  as; 
pediatrics,  neurology,  psychiatry,  and  social  service.  These 
hospitals  are  concerned  with  long-term  treatment  and  rehabilita- 
tion and  need  broadened  programs  to  serve  all  the  needs  of  handi- 
capped children.     The  decrease  in  incidence  of  bone  tuberculosis, 
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poliomyelitis,  and  osteomyelitis  has  so  lightened  their  patient 
load  that  an  expanded  program  to  care  for  other  types  of  handi- 
caps is  both  feasible  and  desirable.  The  medical  directors  of 
these  two  hospitals  have  met  with  the  Study  Group  and  have  ex- 
pressed the  view  that  a  broadening  of  their  programs  to  include 
other  long-term  handicaps  is  desirable  and  would  be  facilitated 
by  the  establishment  of  diagnostic  and  rehabilitation  centers  in 
teaching  hospitals. 

Organized  departments  of  physical  medicine  are  not  highly 
developed  in  Maryland.  There  are  new  departments  of  physical 
medicine  at  the  University  and  Baltimore  City  Hospitals, 
which  serve  a  limited  number  of  individuals.  The  State  De- 
partment of  Health  in  its  chronic  disease  hospital  at  Montebello 
has  also  developed  a  physical  medicine  service,  but  this  mainly 
serves  adults.  Greater  development  of  physical  medicine  is 
needed  to  provide  training  of  therapists  and  to  assist  in  the 
treatment  and  rehabilitation  of  children  with  chronic  motor 
handicaps. 

Services  to  children  with  cleft  palate  and  cleft  lip  have  been 
well  developed  in  the  Integrated  Cleft  Palate  Clinic  at  The  Johns 
Hopkins  Hospital.  This  clinic  is  a  cooperative  effort  between  the 
Crippled  Children's  Program,  the  Hospital,  and  the  University  of 
Maryland  Dental  School,  and  demonstrates  that  high  quality 
diagnosis  and  treatment  can  be  provided  when  services  for  handi- 
capped children  have  proper  integration.  This  clinic  brings  to- 
gether the  plastic  surgeon,  audiologist,  speech  therapist,  prostho- 
dontist, orthodontist,  oral  surgeon,  and  others  for  joint  decisions 
on  each  child  treated.  This  clinic,  however,  serves  only  a  small 
proportion  of  cases  of  cleft  palate  and  cleft  lip  which  exist  in 
Maryland.  Children  treated  elsewhere  do  not  have  this  inte- 
grated service.  Speech  therapy  following  diagnosis  and  treat- 
ment is  frequently  not  available  to  children  in  their  home  com- 
munities. 

Mental  retardation  complicates  the  condition  of  many 
handicapped  children.  The  facilities  for  diagnosis  and  treat- 
ment of  mentally  retarded  children  are  matters  of  great  con- 
cern in  Maryland  at  present.  The  care  of  mentally  retarded 
children  is  the  subject  of  study  by  another  group  appointed  by 
the  Subcommittee  and  will  not  be  dealt  with  in  detail  here,  ex- 
cept to  report  that  the  Commissioner  of  Mental  Hygiene  for 
Maryland,  who  administers  Rosewood  State  Training  School, 
has  stated  that  one  of  the  greatest  needs  of  these  children  is  a 
diagnostic  and  rehabilitation  center.  The  effect  of  lack  of  diag- 
nostic and  evaluation  services  is  shown  also  by  the  fact  that 
about  half  the  children  committed  to  Rosewood  by  the  courts  are 


unsuitably  placed.     This  would  be  prevented  if  proper  study  of 
these  children  could  be  carried  out  before  commitment. 

Emotional  disturbance  is  another  condition  which  com- 
plicates handicapping  conditions  in  children  and  may  be  a 
serious  problem  not  only  to  the  children,  but  also  to  their  parents. 
Handicapped  children  who  are  emotionally  disturbed  frequently 
need  study  and  treatment  as  inpatients  in  a  center  designed  for 
this  purpose.  The  University  Hospital  has  a  Psychiatric  Study 
Center  consisting  of  a  nine-bed  unit.  This  unit  is  not  in  operation 
and  no  other  central  facility  exists.  There  is,  however,  a  unit 
under  construction  at  Rosewood  State  Training  School  for  severely 
emotionally  disturbed  children. 

There  are  very  inadequate  outpatient  facilities  for  children 
who  need  the  service  of  psychiatrists  and  psychologists.  This 
lack  is  not  only  present  centrally,  but  also  throughout  the  whole 
State.  Only  very  acute  cases  are  seen  and  these  after  many 
months  of  waiting.  The  inadequacies  of  psychiatric  services  for 
children  are  well  known  in  the  State  and  have  been  studied  by 
the  Baltimore  Council  of  Social  Agencies,  and  publicized  by  groups 
of  citizens,  such  as;  Maryland  Association  for  Mental  Health, 
Maryland  Society  for  the  Mentally  Retarded,  League  of  Women 
Voters,  and  others. 

It  is  not  intended  in  this  report  to  deal  with  the  medical 
aspects  of  education  of  the  handicapped  child.  This  subject  is 
being  investigated  by  another  study  group  appointed  by  the  Sub- 
committee. It  must  be  referred  to,  however,  in  considering  the 
lack  of  present  facilities  for  handicapped  children,  and  the  pro- 
posal for  the  establishment  of  diagnostic  and  rehabilitation 
centers. 

In  September  1951,  the  Maryland  State  Board  of  Education 
appointed  the  Committee  to  Study  the  Educational  Needs  of 
Atypical  Children  in  Maryland,  with  Mr.  George  W.  Constable 
as  chairman.  The  report  of  this  Committee,  entitled  Special 
Education  of  Atypical  Children  in  Maryland,  was  published  late 
in  1956.  The  Subcommittee  on  Medical  Services  and  Facihties 
for  Handicapped  Children  was  aware  of  the  work  of  this  Com- 
mittee and  maintained  contact  with  it  in  order  not  to  duplicate 
any  of  its  study.  Several  members  of  the  Subcommittee  on 
Medical  Services  and  Facilities  for  Handicapped  Children  were 
also  members  of  the  Committee  to  Study  the  Educational  Needs 
of  Atypical  Children  in  Maryland. 

The  need  of  a  diagnostic  and  rehabilitation  center  in  respect 
to  planning  for  the  education  of  handicapped  children  is  well 
stated  in  the  following  quotations  from  the  report  of  the  Com- 
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mittee  to  Study  the  Educational  Needs  of  Atypical  Children,  as 
follows: 

*'The  Committee  feels  that  in  all  categories  of 
atypicality  there  is  need  to  promote  the  use  of  the  multi- 
disciplined  team  in  the  evaluation  and  treatment  of 
the  problem  of  each  child.  In  order  to  properly  diagnose, 
prescribe  for,  and  educate  an  exceptional  child,  it  is  im- 
perative that  medical  specialists,  educational  authorities, 
parents,  and  teachers  should  work  together.  A  piece- 
meal programming  for  a  child  can  be  ineffective  and 
even  harmful. 

''When  difficult  diagnostic  problems  and  a  serious 
difference  of  opinion  as  to  the  appropriate  placement 
of  a  child  are  involved,  there  needs  to  be  a  top-calibre 
interprofessional  team  or  council  at  the  State  level  for 
periodic  joint  evaluation  and  diagnosis  of  the  child's 
disability  and  for  joint  decision  as  to  appropriate  place- 
ment. Such  a  council  would  serve  several  important 
functions,  such  as  assisting  local  education  authorities  in 
carrying  out  admission  policies  and  in  documenting  the 
nature  and  extent  of  unmet  community  needs  in  this 
area.'' 

It  is  felt  that  the  need,  as  expressed  in  the  Constable  Committee 
report,  can  be  met  by  the  coordinated  services  that  are  visualized 
for  diagnostic  and  rehabilitation  centers. 

The  heads  of  the  pediatric  departments  of  the  University 
Hospital,  Baltimore  City  Hospitals,  The  Johns  Hopkins  Hospital, 
and  Sinai  Hospital  have  expressed  to  this  Study  Group  in  writing 
their  concern  about  the  lack  of  many  services  for  handicapped 
children,  and  their  belief  that  an  effort  should  be  made  to  provide 
improved  services  through  well-organized,  comprehensive  diagnos- 
tic and  rehabilitation  centers  for  handicapped  children. 

Voluntary  organizations  have,  through  the  years,  developed 
programs  in  Maryland  which  have  been  of  great  significance  in 
the  care  of  children  with  all  types  of  handicaps.  Some  of  these 
organizations  provide  services  generally  throughout  the  State, 
but  most  of  them  provide  services  in  and  adjacent  to  Baltimore 
City  and  Washington,  D.  C.  They  have  in  many  cases  been 
formed  largely  by  parents  of  handicapped  children.  Their 
assistance  in  demonstrating  good  programs  of  care,  and  in  aiding 
the  work  of  official  agencies  has  been  invaluable.  A  number  of 
these  organizations  have  expressed  a  need  for  improved  diagnostic 
treatment,  and  rehabilitation  services  for  children  under  their 
care. 
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Agencies  and  institutions  which  care  for  mentally  retarded 
and  emotionally  disturbed  children  were  visited  during  the  Survey 
referred  to  in  the  Introduction.  Many  of  the  representatives 
of  these  organizations  stated  in  writing  or  in  conversation  that 
there  is  a  great  need  for  improved  diagnosis,  evaluation,  treat- 
ment, and  rehabilitation  for  handicapped  children  on  a  co- 
ordinated basis.  These  organizations  include  the  official  State 
agency  caring  for  mentally  retarded  children  and  those  who  are 
emotionally  disturbed,  training  schools  for  delinquent  children, 
voluntary  organizations  providing  foster  home  care,  organiza- 
tions providing  nursery  and  day  schools  for  retarded  children,  a 
nursery  school  for  maladjusted  children,  and  a  long-term  resi- 
dential study  center  for  emotionally  disturbed  children. 

The  Health  Committee  of  the  Commission  for  the  Prevention 
of  Juvenile  Delinquency  has  recommended  to  the  Subcommittee 
on  Services  and  Facilities  for  Handicapped  Children  in  Maryland 
the  development  of  diagnostic  and  rehabilitation  centers  for 
handicapped  children,  including  those  that  are  mentally  retarded 
and  emotionally  disturbed.  This  committee  also  recommends 
that  increased  facilities  for  diagnosis  and  evaluation  be  provided 
for  handicapped  children  throughout  all  areas  of  the  State.  In 
their  opinion,  special  services  for  the  adolescent  child  with  physical 
and  emotional  problems  are  particularly  needed.  They  also 
state  that  they  endorse  studies  to  determine  the  obstetrical  factors 
in  the  causation  of  brain  damage  and  mental  retardation  in 
children. 

The  Adoption  Committee  of  the  Baltimore  Council  of  Social 
Agencies  reports  that  difficulties  are  encountered  by  adoption 
agencies  in  securing  a  complete  evaluation  of  a  child  whose  eligi- 
bility for  adoption  is  questionable.  Such  a  child  is  frequently 
one  whose  history  and  /or  development  suggests  the  possibility  of 
brain  damage.  The  agency  may  become  involved  in  a  series  of 
consultations  with  various  specialists  with  the  result  that  they 
receive  a  corresponding  number  of  independent  opinions  as  to  the 
child's  condition  and  potential.  These  opinions  are  difficult  for 
the  agency  to  correlate  and  use  constructively. 

Accordingly,  the  adoption  agencies  recommend  that  con- 
sideration be  given  to  the  establishment  of  a  diagnostic  group  of 
specialists  who  would  examine  such  a  child,  discuss  all  diagnostic 
findings  as  a  group,  and  finally  give  the  group  evaluation  and 
prognosis  to  the  agency. 

If  such  a  diagnostic  service  could  be  established  at  one  of  the 
teaching  centers,  where  full  facilities  would  be  available  for  any 
desired  examination  procedure,  it  is  felt  that  all  adoption  agencies 
would  find  it  very  helpful  to  secure  the  consultation  service 
offered. 
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B.     SERVICES    AND    FACILITIES    IN    THE    COUNTIES 
OF  MARYLAND 

The  county  health  departments,  in  cooperation  with  the 
Crippled  Children's  Program  of  the  State  Department  of  Health, 
operates  eight  types  of  diagnostic  clinics  in  the  counties.  Much 
fine  work  is  done  in  these  clinics,  but  due  to  shortage  of  personnel 
these  services  vary  in  their  availability  to  children  in  Maryland, 
as  follows: 

Orthopedic  clinics  are  held  in  all  counties  except  Baltimore 
County  and  provide  good  orthopedic  service.  There  is,  how- 
ever, a  serious  shortage  of  physical  therapists.  One  full-time 
physical  therapist  is  on  the  staff  of  each  of  the  following  county 
health  departments:  Prince  George's,  Anne  Arundel,  Mont- 
gomery, and  Allegany.  A  fifth  therapist  from  the  State  De- 
partment of  Health  provides  some  service  to  four  or  five  other 
counties.  The  Department  of  Education  supplies  one  therapist 
to  a  special  school  in  Prince  George's  County,  and  one  to  a 
special  school  in  Montgomery  County.  A  voluntary  organiza- 
tion supplies  a  therapist  to  a  nursery  school  for  cerebral  palsy  in 
Montgomery  County.  Children  in  other  counties  must  usually 
make  long  trips  to  a  medical  center  to  obtain  physical  therapy, 
or  fail  to  get  it. 

Plastic  surgery  clinics  in  seven  county  health  departments 
provide  services  for  fifteen  counties.  These  services  need  ex- 
pansion. Auxiliary  services,  such  as  speech  therapy,  are  in- 
adequate. 

Vision  clinics  are  held  in  eleven  counties  and  are  urgently 
needed  in  the  twelve  remaining  counties. 

Conservation  of  hearing  clinics  cover  all  counties  but  the 
frequency  of  clinics  in  many  counties  (three  or  four  times  a  year) 
is  inadequate;  monthly  clinics  are  needed  in  most  counties. 

Speech  diagnostic  clinics  are  provided  in  only  six  counties 
and,  in  most  of  these,  are  held  too  infrequently.  These  clinics 
are  needed  in  all  areas  of  the  State.  Speech  therapy  to  children 
with  speech  defects  is  very  inadequate,  being  present  in  only 
half  the  counties. 

Children's  cardiac  clinics  are  provided  in  eight  county 
clinics  and  in  two  clinics  in  Baltimore  City.  Demand  for  the 
service  in  other  counties  is  light  and  is  reasonably  well  met  by 
referring  these  patients  to  pediatric  consultation  clinics,  which 
are  held  in  13  of  the  counties. 

Epilepsy  consultation  clinics  provide  for  18  counties  through 
clinics  held  in  14  county  health  departments;  there  are  two 
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central  diagnostic  clinics  in  Baltimore  City.     There  is  inadequate 
service  in  nine  counties. 

Cerebral  palsy  clinics  are  held  in  Baltimore  City  and  in 
six  of  the  counties.  The  physicians  who  conduct  the  central 
cerebral  palsy  clinic  in  Baltimore  City  serve  the  other  clinics. 
The  clinic  in  Baltimore  City  gives  some  service  to  children  from 
counties  where  clinics  are  not  held.  Some  children  with  cerebral 
palsy  are  seen  in  the  orthopedic  clinics.  Orthopedic  supervision 
is  thus  available,  but  consultation  is  difficult  or  lacking,  par- 
ticularly with  pediatrics  and  neurology.  Pediatric  consultation 
for  cerebral  palsy  children  is  organized  in  only  one  county,  and 
neurology  in  two  counties.  These  services  are  needed  in  all 
counties. 

The  State  Department  of  Health,  Division  of  Mental 
Health,  operates  mental  health  clinics  at  24  locations  in  16 
counties.  These  clinics  provide  diagnostic  services  to  children 
who  are  emotionally  disturbed,  maladjusted,  or  mentally  re- 
tarded. Children  who  have  hearing  and  speech  handicaps, 
cerebral  palsy,  and  epilepsy  frequently  need  psychiatric  and 
psychological  services.  However,  these  clinics  are  able  to  take 
only  the  most  severe  cases  and  even  then  a  child  must  wait 
months  before  being  seen. 


C.  RESULTS  OF  PRESENT  LIMITATIONS  OF  SERVICE 

From  the  foregoing,  it  can  be  seen  that  services  have  been 
developed  for  specific  handicaps.  While  much  progress  has  been 
made  it  has  resulted,  in  many  instances,  in  the  child  being  treated 
as  a  case  of  cerebral  palsy,  epilepsy,  club  foot,  rheumatic  fever, 
or  some  other  handicapping  condition,  rather  than  as  a  child 
who  may  have  a  number  of  conditions  which  need  attention. 
There  has  been  too  little  opportunity  to  consider  a  child's  total 
medical,  social,  psychological,  and  educational  needs. 

A  child  with  multiple  handicaps,  who  needs  several  diag- 
nostic procedures,  often  must  visit  a  number  of  different  clinics 
in  various  parts  of  the  State.  Some  specialized  procedures  are 
available  only  in  Baltimore  City.  Most  of  these  clinics  have 
waiting  lists  and  there  are  long  delays  in  obtaining  appointments. 
Some  parents  become  discouraged  and  do  not  have  their  children 
complete  the  necessary  visits.  Maximum  benefit  may  be  lost, 
even  if  all  visits  are  made,  because  there  may  be  no  one  physician 
who  correlates  the  various  clinic  reports,  interprets  them  to  par- 
ents, and  helps  work  out  a  plan  of  treatment. 
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There  is  a  shortage  of  hospital  beds  for  chronic  handicapping 
conditions  which  are  not  considered  emergencies,  particularly 
for  children  14  to  21  years  of  age. 

The  following  cases  illustrate  the  difficulties  experienced  in 
caring  for  some  handicapped  children  due  to  the  lack  of  centralized 
and  coordinated  diagnostic  and  rehabilitation  services: 

Case  1,  born  September  1949  at  a  Baltimore  hospital. 
No  abnormality  noted  on  delivery  or  physical  examina- 
tion. Parents  separated  in  April  1952  and  refused 
further  responsibility  for  child  who  was  cared  for 
during  the  next  year  by  a  series  of  acquaintances  of  her 
family.  In  August  1953,  the  family  who  was  currently 
caring  for  her  applied  to  a  county  welfare  board  for 
financial  assistance.  The  board  decided  the  home  was 
not  suitable.  The  court  declared  her  neglected  and 
made  her  a  ward  of  the  welfare  board,  who  placed  her 
in  a  foster  home.     Medical  examination  showed: 

Bruises  and  infected  scars,  presumably  from 
beatings.  Right  leg  short  and  rotated  outwards, 
causing  frequent  falls.  Wry  neck  with  asso- 
ciated facial  and  skull  deformities.  Poor  vision, 
heart  murmur,  probable  mental  retardation, 
evidence  of  emotional  disturbance. 

During  the  next  two  years,  the  child  was  seen  on  sev- 
eral occasions  at  a  county  hospital  clinic,  and  corrective 
shoes  were  provided  for  shortened  right  leg.  Tonsil 
operation  was  done  at  same  hospital. 

Child  visited  Mental  Health  Study  Center,  College 
Park,  twice  in  1954  and  once  in  1955.  She  showed 
anxiety,  inadequacy,  abnormal  dependence  on  adults, 
severe  fits  of  crying  and  was  destructive  in  her  foster 
home.  I.Q.  was  75,  but  it  was  felt  that  her  true  intel- 
lectual potential  was  higher  and  had  been  depressed  by 
environment. 

She  was  in  a  series  of  four  or  five  foster  homes 
from  August  1953  to  early  1956,  when  her  emotional 
disturbance  became  so  severe  she  had  to  be  removed 
from  the  foster  home.  In  January  1956,  she  was 
again  referred  to  county  hospital  clinic  because  of  cur- 
vature of  spine  and  was  found  to  have  congenital  dis- 
location of  right  hip.  Surgery  was  recommended  and 
she  was  referred  to  the  State  Division  for  Crippled 
Children,  where  it  was  decided  to  obtain  complete  evalua- 
tion and  diagnosis.    Visits  to  outpatient  service  of  Bal- 
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timore  hospitals  was  arranged  after  hospital  admission 
had  been  refused  because  of  shortage  of  beds  for  elective 
diagnostic  procedures.  The  child  was  placed  in  a  con- 
valescent home  about  40  miles  from  Baltimore  and 
eight  miles  from  a  county  health  department.  The 
following  clinic  visits  were  made  (1956): 

Distance 
Traveled 

February  County  Orthopedic  Clinic 15  miles 

March  5    Outpatient  visit  to  Baltimore  City 

Hospitals  Psychiatric  Clinic 80  miles 

April  10  County  Hearing  Clinic _..._ 15  miles 

April  18  County  Cardiac  Clinic  ..— 15  miles 

April  26  County  Chest  Clinic 15  miles 

May  4  County  Vision  Clinic-. 15  miles 

May  Records  summarized  by  State  Di- 

vision for  Crippled  Children  and 
sent  to  Baltimore  City  Hospitals 

July  Admitted  Baltimore  City  Hospitals 

for  surgery 80  miles 

The  heart  murmur  was  diagnosed  as  functional  and 
not  a  contraindication  to  surgery;  the  poor  vision 
previously  diagnosed  was  confirmed  and  glasses  pre- 
scribed. The  hearing  defect  was  thought  to  be  an 
auditory  agnosia  (not  able  to  recognize  the  meaning  of 
sounds),  but  the  careful  studies  in  a  hearing  and  speech 
center  which  are  needed  to  establish  this  diagnosis  have 
not  yet  been  done. 

The  above  examinations  required  five  months  and 
each  visit  took  the  time  of  a  social  worker  for  most  of  one 
day,  plus  additional  time  in  arranging  appointments. 
The  State  has  paid  for  her  care  in  a  convalescent  home 
for  four  months  at  far  greater  cost  than  would  have  been 
needed  for  examination  in  a  diagnostic  and  evaluation 
center.  The  evaluation  could  have  been  completed  in  a 
week  or  less  in  a  properly  organized  center. 

Following  operation  on  her  hip,  she  was  returned 
to  the  convalescent  home  where  she  is  receiving  psycho- 
therapy. It  was  the  opinion  of  the  Study  Group  that 
earlier  diagnosis,  earlier  treatment  of  her  hip,  and 
psychiatric  help,  might  well  have  enabled  this  child  to 
return  to  the  community;  at  present  her  prognosis  is  un- 
certain. 
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This  example  taken  from  the  current  files  of  the  Division 
for  Crippled  Children  was  chosen  from  current  problems.  It  is 
estimated  that  this  Division  has  between  125  and  150  such  com- 
plex cases  a  year  with  which  to  deal.  The  following  is  a  quota- 
tion from  the  State  Public  Health  Plan,  Chapter  2,  Crippled 
Children's  Services,  July  1,  1956  to  June  30,  1958,  page  38: 
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'The  Division  for  Crippled  Children  has  for  some 
time  recognized  the  need  for  at  least  one  central  diagnos- 
tic-evaluation unit  where  all  of  the  medical  specialties 
would  be  organized  for  coordinated  group  appraisal  of 
highly  complex  and  baffling  problems  presented  by 
children  with  multiple  handicaps,  especially  in  the  field 
of  the  more  obscure  neurological  disabilities.  It  is 
visualized  that  this  be  set  up  in  such  a  way  that  a  unified 
and  understandable  diagnosis  of  the  total  problem  and  a 
plan  for  care  be  presented  to  parents.  Every  effort 
should  be  made  in  such  an  integrated  medical  evaluation 
unit  to  arrange  for  the  closest  possible  liaison  with  special 
education  and  vocational  rehabilitation  personnel.  It 
is  not  intended  that  such  a  unit  provide  for  the  final 
decision  in  difficult  cases,  but  rather  provide  the  best 
group  evaluation  possible  at  periodic  intervals  so  that 
the  most  appropriate  plan  be  made  for  the  total  re- 
habilitation of  the  child  and  the  results  of  treatment, 
education,  etc.  be  measured." 

The  need  of  handicapped  children  for  diagnostic  and  evalua- 
tion centers  exists  not  only  in  the  counties  of  Maryland,  but  also 
in  Baltimore  City,  as  illustrated  by  the  following  cases: 

Case  2,  born  December  8,  1948,  in  a  Baltimore  City 
hospital  after  a  prolonged  labor  and  difficult  forceps  de- 
livery. There  was  evidence  that  the  child  had  intracranial 
bleeding  due  to  the  difficult  labor.  He  was  discharged 
finally  from  the  hospital  on  January  31,  1949,  and  was 
subsequently  seen  at  intervals  in  this  same  hospital's 
pediatric  and  neurology  outpatient  clinics.  Following 
is  a  summary  of  events  noted  during  his  clinic  visits. 

At  three  months    Observed  to  be  extremely  mal- 
nourished 

Spasticity  of  arms  and  legs  first 
noted 

At  17  months         Development  retarded;  cannot  sit 

or  stand 

Considered  to  be  mentally  de- 
defective 
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At  18  months         Observed  having  convulsive  seiz- 
ures 

At  32  months         Given   an   electroencephalogram 

at  University  Hospital  which 
showed  generalized  organic  brain 
damage 

On  October  29,  1952,  he  was  referred  by  the  pedi- 
atric outpatient  clinic  to  the  Baltimore  League  for  Crip- 
pled Children  and  Adults.  He  was  examined  at  the 
cerebral  palsy  clinic  on  November  26, 1952,  where  a  brace 
was  provided  for  him.  This  brace  was  paid  for  by  the 
State.  At  this  time  he  was  spastic,  unable  to  sit,  walk,  or 
talk  and  had  fecal  and  urinary  incontinence.  He  was  re- 
ferred back  to  Baltimore  City  Hospitals  on  the  following 
dates: 


December  31, 1952 
January  14,  1953 

June  17,  1953 
July  6,  1953 
July  29,  1955 


X-ray  of  hip  joints,  which 
were  apparently  normal 

Vision  examined  by  ophthal- 
mologist; examination  unsatis- 
factory 

Another  X-ray  showed  hip 
joints  apparently  normal 

Second  unsatisfactory  vision 
examination 

X-ray  showed  both  hips  to  be 
dislocated 


This  child  was  handled  by  a  number  of  agencies,  which  in- 
volved overlapping  of  effort  and  extra  expense.  The  orthopedic 
and  neurological  problems  presented  by  this  child  could  have 
been  more  effectively  handled  by  an  integrated  clinic  which 
could  provide  total  supervision  for  children  with  multiple  handi- 
caps. 

This  patient  is  being  cared  for  as  an  outpatient  of  a  cerebral 
palsy  clinic.  For  some  time  he  has  needed  training  and  care  in  a 
long-term  treatment  and  rehabilitation  unit  giving  complete 
service,  but  no  such  facility  exists  in  Maryland. 

Case  3,  was  born  prematurely  at  a  Baltimore  City 
hospital  in  March  1954,  birth  weight  1440  grams.  She 
stayed  in  the  premature  nursery  until  June.  Her  mother 
was  unmarried  and  placed  her  in  the  care  of  the  Balti- 
more City  Department  of  Welfare  for  adoption. 
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Following  her  discharge  from  the  premature  nursery 
she  has  been  followed  in  the  hospital's  outpatient 
clinics.  At  the  age  of  one  year,  it  was  evident  that  her 
motor  development  was  retarded  and  a  diagnosis  of 
spastic  diplegia  was  made. 

Now  at  the  age  of  three  years,  her  motor  disability 
is  severe,  with  an  equinus  deformity  of  the  feet.  However, 
she  has  a  cheerful,  bright,  and  pleasing  personality,  and 
is  considered  suitable  for  adoption  by  a  family  who  will 
accept  her  physical  disability.  Such  a  step  must  be 
preceded  by  careful  psychometric  examination,  which 
currently  is  not  available  except  by  personal  intercession 
as  a  most  urgent  procedure. 

This  child  needs  orthopedic  care,  physical  therapy,  and 
special  training  such  as  might  be  obtained  in  a  long-term  treat- 
ment and  rehabilitation  unit  for  handicapped  children.  There 
is  no  such  facility  available  to  her.  The  physicans  who  attend 
her  feel  that  her  outlook  would  be  good  if  she  could  get  the  proper 
care.  If  she  does  not  get  it,  they  feel  she  will  have  progressive 
motor  disability  and  deformity,  and  other  complications  such 
as  emotional  disturbance. 


D.  SHORTAGE  OF  PERSONS  TRAINED  IN  THE  CARE 
OF  HANDICAPPED  CHILDREN 

There  is  a  need  for  more  persons  trained  in  the  care  of 
handicapped  children.  There  are  shortages  particularly  of 
physicians,  nurses,  hearing  and  speech  therapists,  physical 
therapists,  social  workers,  and  special  teachers. 

Speech  therapists  are  trained  at  the  Speech  Center  at  the 
University  of  Maryland.  The  number  trained  is  inadequate  to 
meet  the  need.  Training  of  speech  therapists  needs  to  be  ex- 
panded and  audiology  made  a  part  of  that  training.  At  present 
the  tendency  is  to  train  therapists  either  in  speech  or  hearing. 
The  great  need  is  for  therapists  trained  in  both  fields. 

There  are  only  about  eight  physical  therapists  giving  service 
in  the  counties  in  connection  with  the  orthopedic  and  cerebral 
palsy  clinics  and  special  schools  in  the  counties.  For  this  purpose 
several  of  the  smaller  counties  could  divide  the  service  of  one 
therapist,  but  most  counties  need  at  least  one,  and  several  coun- 
ties need  two  or  three.  It  is  estimated  that  three  times  the 
present  number  of  physical  therapists  are  needed  for  the  ortho- 
pedic and  cerebral  palsy  programs  alone.  This  shortage  has 
been  partly  caused  by  lack  of  training  facilities,  which  have 
only  recently  been  expanded  at  the  University  of  Maryland. 
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Trained  social  workers  are  in  short  supply  everywhere;  this 
is  particularly  true  of  those  who  have  had  experience  with  hand- 
capped  children.  Social  workers  in  Maryland  get  their  training 
elsewhere  because  there  is  no  school  of  social  work  in  the  State. 

There  is  no  place  in  Maryland  where  teachers  for  handi- 
capped children  can  be  trained.  This  has  resulted  in  an  acute 
shortage  particularly  in  the  counties  of  Maryland.  Baltimore 
City  is  about  three  times  as  well  supplied  as  the  counties  with 
special  education  facilities.  Eight  counties  have  no  special 
education  programs.  The  Constable  Commission  report  makes 
recommendations  for  increasing  the  supply  of  teachers  trained  in 
the  care  of  handicapped  children. 

The  development  of  diagnostic  and  rehabilitation  centers 
for  handicapped  children  would  not  provide  more  physical 
therapists,  social  workers,  speech  therapists,  and  special  teachers, 
but  they  could  provide  opportunities  for  training  individuals  who 
already  have  a  background  in  these  disciplines,  in  the  care  of 
handicapped  children. 

Diagnostic  and  rehabilitation  centers  developed  in  connec- 
tion with  the  two  medical  schools  would  provide  important  train- 
ing to  medical  students,  nurses,  pediatricians,  orthopedists, 
neurologists,  and  others  in  the  care  of  handicapped  children. 
This  aspect  of  their  education  has  been  neglected  in  the  past 
and  must  be  improved  if  we  are  to  have  better  care  of  handicapped 
children  in  the  future.  High  quality  care  will  then  be  possible 
not  only  in  centers  but  in  all  communities  of  Maryland. 
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CHAPTER  III 

THE   ESTIMATED   PREVALENCE   OF   HANDICAPPING 
CONDITIONS  IN  MARYLAND  CHILDREN 

Table  I  gives  estimates  of  the  number  of  handicapped  children 
in  Maryland.  These  figures  were  chosen  after  careful  considera- 
tion of  surveys  carried  out  in  Maryland  and  elsewhere.  Any 
attempt  to  arrive  at  a  total  figure  should  be  made  with  caution. 
It  must  be  remembered  that  these  figures  represent,  in  some 
cases,  children  with  multiple  handicaps  who  may  appear  as 
duplications  in  various  estimates.  Another  difficulty  is  the  lack 
of  uniform  definitions  about  what  constitutes  a  handicap.  A 
perusal  of  Table  I,  however,  will  give  some  idea  of  the  total 
problem. 

It  is  impossible,  at  this  time,  to  tell  how  many  children  need 
the  services  of  diagnostic  and  evaluation  centers  in  Maryland. 
It  is  pertinent  that  about  80  percent  of  cerebral  palsy  and  50 
percent  of  epileptics  have  multiple  handicaps.  For  the  year 
ending  December  31,  1956,  the  Crippled  Children's  Program  pro- 
vided services  to  13,041  handicapped  children.  Of  these,  775 
had  multiple  handicaps,  and  773  received  hospital  care.  It  is 
the  opinion  of  representatives  of  the  State  Department  of  Health 
that  many  of  the  children  with  multiple  handicaps,  and  some  of 
those  receiving  hospital  care,  would  benefit  from  care  in  diagnostic 
and  evaluation  centers.  Although  a  large  number  of  the  children 
seen  in  the  Crippled  Children's  Program  have  relatively  minor 
handicaps,  many  with  only  one  apparent  handicap  need  a  careful 
diagnostic  evaluation  to  exclude  other  remediable  conditions,  the 
type  of  evaluation  which  can  be  obtained  only  in  the  proposed 
centers. 

It  has  been  repeatedly  shown  that  provision  of  good  diagnostic 
and  treatment  facilities  results  in  an  increase  in  prevalence 
figures,  due  to  the  finding  of  cases  which  were  previously  unknown. 
An  example  is  proved  by  the  development  of  a  clinic  program 
for  epileptics  by  the  Maryland  State  Department  of  Health. 
Many  cases  which  were  formerly  unknown  appeared  for  treat- 
ment. The  prevalence  figures  for  epilepsy  which  were  obtained 
as  a  result,  have  become  standards.  It  is  felt  that,  following  the 
establishment  of  at  least  one  diagnostic  and  rehabilitation  center 
for  handicapped  children,  a  reasonable  estimate  could  soon 
be  made  of  the  total  needs  for  centers  of  this  type. 
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ESTIMATED 


TABLE  I 

PREVALENCE   OF    SELECTED 
MARYLAND  CHILDREN 


HANDICAPS    IN 


HANDICAP 


Estimated  No.  Estimated  No. 
per  1000  of  Handi- 

Children       capped  Children 

Under  as  of 

21  Years  July  1,  1956 


Vision 

(a)  BLIND  (below  20/100  in  better  eye 
with  correction;  no  functional  sight) 

(b)  PARTIALLY  SIGHTED  (from  20/70 
to  20  /200  in  the  better  eye  with  correc- 
tion, if  sight  can  be  made  functional) 

(Estimated  that  10  to  25%  of  school  children 
have  refractive  errors,  squint  and  are  in  need 
of  some  medical  care) 

Hearing 

(a)  CENTRAL  IMPAIRMENT  (no  lan- 
guage disorder;  all  degrees  of  impair- 
ment)   

(b)  PERIPHERAL  IMPAIRMENT 

1.  Profound  (over  75  decibel  loss;  usable 
hearing  present  secondary  to  vision 
in  all  aspects  of  learning) 

2.  Moderate-severe  (more  than  30  decibel 
loss;  residual  after  medical  treat- 
ment)   

(Estimated  that  5  %  of  the  school  population 
have  hearing  impairment  on  routine  audio- 
metric  testing;  includes  transient  and  all 
grades  of  permanent  hearing  impairment) 

Language  (Aphasoid)  Disorders  

(All  degrees  of  severity;  specific  reading  dis- 
orders might  well  be  included) 

Speech 

(Including  delayed  and  retarded  speech; 
articulatory  disorders,  dysphonia  and  dys- 
arthria) 

(Speech  disorders  of  all  types  occur  in  about 
7%  of  the  school  population) 

Stuttering  

(An  anxiety  state  in  which  speech  dysrhyth- 
mia is  a  major  sympton) 

Orthopedic  (includes  foot  defects) 

Cerebral  Palsy  

Epilepsy 

Cleft  Palate  Or  Cleft  Lip  Or  Both  

Cardiac  

Mental  Retardation  


0.2 


2.0 


193 


1,933 


966 


6,762 


No  estimate  available 


6,762 


Approximately  1  %  of 
population 

17 

16,422* 

5 

4,830* 

5 

4,830* 

1.3/1000 
live  births 
10 

1,288* 
9,660* 

30 

28,980 

Emotional  Distrubance No  accurate  estimate  available 


*Includes  children  with  all  grades  of  handicaps  from  mild  to  severe. 
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CHAPTER  IV 

AN  ANSWER  TO  THE  PROBLEM 

All  handicapped  children  need  complete  diagnosis  and  evalua- 
tion in  order  to  determine  the  extent  of  their  disability,  and  to 
provide  a  sound  basis  upon  which  to  plan  for  their  treatment  and 
future  care.  For  many,  this  requires  the  simultaneous  avail- 
ability of  a  number  of  medical,  social,  psychological,  and  educa- 
tional services.  Many  of  the  diagnostic  procedures  needed  are 
complex  and  require  highly  trained  personnel.  Services  of  this 
type  are  only  partly  available  at  the  State's  two  teaching  hospitals, 
The  Johns  Hopkins  and  the  University  hospitals,  and  are  poorly 
coordinated.  For  these  reasons,  and  because  of  the  need  for 
research  and  training,  it  is  the  opinion  of  the  Subcommittee  that 
diagnostic  and  rehabilitation  centers  for  handicapped  children 
should  be  developed  at  both  these  hospitals  to  provide: 

1.  Diagnosis 

2.  Evaluation 

3.  Initial  treatment  and  rehabilitation 

These  centers  need  a  wide  variety  of  specialized  services 
coordinated  under  responsible  direction,  and  should  serve  as 
many  children  as  possible,  consistent  with  high  quality  service. 
Initial  treatment  and  rehabilitation  of  some  cases  may  need  to 
be  started  in  this  type  of  center  so  that  the  effectiveness  of  a 
chosen  treatment  can  be  evaluated. 

Many  children  will  need  long-term  treatment  and  rehabilita- 
tion, during  the  course  of  which  they  require  medical  supervision 
and  periodic  re-evaluation.  These  services  will  need  to  be  sup- 
plied to  some  children  in  a  hospital.  The  two  orthopedic  hospitals, 
The  James  Lawrence  Kernan  Hospital,  and  the  Children's 
Hospital  School  are  already  caring  for  a  number  of  handicapped 
children  requiring  long-term  treatment.  Expansion  of  their 
services  would  permit  a  wider  variety  of  handicapped  children 
to  be  cared  for.  It  is  the  opinion  of  the  Subcommittee  that 
facilities  should  be  developed  in  both  hospitals  to  provide  long- 
term  treatment  and  rehabilitation.  This  type  of  facility  is 
needed  to  complement  the  service  provided  in  diagnostic  and 
rehabilitation  centers.  If  long-term  treatment  is  attempted  in 
diagnostic  and  rehabilitation  centers,  it  will  greatly  limit  their 
usefulness  in  solving  the  great  need  which  now  exists. 

There  is  already  an  association  between  the  University 
Hospital  and  The  James  Lawrence  Kernan  Hospital,  and  between 
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The  Johns  Hopkins  Hospital  and  the  Children's  Hospital  School. 
These  associations  should  be  strengthened  and  close  liaison 
maintained  during  the  development  of  the  proposed  centers,  for 
the  following  reasons: 

1.  The  same  consultative  services  will  be  available  to 
children  in  both  types  of  center,  helping  provide  con- 
tinuity of  care,  and  permitting  evaluation  of  treatment 
methods. 

2.  Medical  students,  nurses,  therapists,  and  residents  can 
be  trained  in  both  types  of  center  and  thus  be  provided 
with  experience  in  all  aspects  of  care  of  handicapped 
children. 

3.  Research  in  causes  of  handicapping  and  in  methods  of 
treatment  can  be  correlated.  This  is  essential  for  the 
evaluation  of  methods  of  treatment  and  rehabilitation. 
Facilities  for  research,  already  present  in  the  medical 
schools,  will  be  available  to  each. 

4.  Many  children  can  be  cared  for  in  the  long-term  treat- 
ment centers  who  do  not  need  care  in  the  diagnostic 
centers,  if  the  special  services  of  the  latter  are  available 
for  consultation.  This  is  important  in  order  to  provide 
for  the  large  numbers  of  children  who  need  care. 

In  the  opinion  of  the  Subcommittee  the  creation  of  the  pro- 
posed centers  is  the  most  important  effort  needed  at  this  time  for 
all  handicapped  children.  Improved  service  is  needed  not  only 
at  centers  but  also  elsewhere  throughout  the  State.  If  this  is 
to  be  attained,  more  individuals  trained  in  the  care  of  these 
children  are  needed.  The  centers  can  provide  an  opportunity 
for  this  training. 

However,  improved  care  alone  will  not  answer  all  the  needs. 
Research  in  the  causes  of  handicapping  is  essential  to  progress  in 
prevention  and  will  be  greatly  facilitated  by  the  proposed  centers. 

Personnel  from  several  specialty  clinics  at  University  and 
The  Johns  Hopkins  hospitals  are  now  employed  by  the  State 
Department  of  Health  to  operate  its  county  crippled  children's 
clinics.  The  extension  of  this  principle,  by  making  personnel  of 
the  proposed  centers  available  for  consultation  in  the  county 
clinics,  would  be  one  means  of  coordinating  services  to  children 
at  the  community  level.  They  could  assist  in  screening  children 
for  admission  to  the  centers,  and  improve  service  to  those  children 
who  do  not  need  this  referral.  They  could  also  follow  up  the 
treatment  of  children  who  had  returned  to  their  homes  following 
treatment  in  the  centers. 
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The  Subcommittee  on  Services  and  Facilities  for  Handi- 
capped Children  in  Maryland  has  defined  a  child  as  anyone  under 
21  years  of  age.  The  Maryland  State  Department  of  Health, 
in  its  Crippled  Children's  Program,  also  cares  for  children  in  this 
age  group.  The  establishment  of  diagnostic  and  rehabilitation 
centers  will  raise  problems  of  medical  responsibility  because  the 
age  span  0  to  21  years  covers  the  period  when  the  child  grows  to  be 
an  adult,  and  because  medical  responsibility  is  traditionally  trans- 
ferred from  departments  of  pediatrics  to  departments  of  medicine 
during  this  period. 

Most  handicapped  children  are  born  with  their  handicaps  or 
develop  them  shortly  after  birth,  and  will  at  least  initially  be  in 
the  age  group  cared  for  under  pediatric  services  in  hospitals. 
Handicapping  conditions  in  others  develop  or  become  apparent 
in  later  life.  There  are  also  those  children  whose  care  begins  in 
early  life  and  extends  through  adolescence  into  the  adult  years. 
Still  another  factor  is  the  adolescent  immature  child  who  is  better 
cared  for  in  a  pediatric  unit,  and  conversely,  the  young  child 
whose  treatment  calls  for  association  with  older  girls  and  boys. 

The  interests  of  pediatricians  meet  with  those  of  internists 
in  the  years  of  adolescence  of  the  handicapped  child.  Because  of 
the  broad  age  range  of  the  children  who  will  be  served  by  highly 
developed  diagnostic  and  evaluation  centers,  and  because  there 
should  be  no  break  in  the  continuity  of  care  because  of  age, 
pediatricians  and  internists  must  have  a  smoothly  working  co- 
operative arrangement  for  the  care  of  children  served  by  such 
centers. 

It  is  felt  that  in  order  to  provide  continuity  of  care,  and  to 
best  serve  the  needs  of  children  under  21  years,  that  both  a  pedi- 
atric and  an  adolescent  unit  should  be  developed  within  a  diagnostic 
and  rehabilitation  center.  The  pediatric  unit  should  be  under 
the  Department  of  Pediatrics,  and  the  adolescent  unit  should  be 
jointly  administered  by  the  Department  of  Medicine  and  Pedi- 
atrics. A  child  should  be  placed  in  the  adolescent  unit  more  in 
accord  with  his  maturity  than  his  chronological  age.  An  im- 
portant function  of  the  adolescent  unit  is  to  prepare  a  child  for 
transfer  to  medical  supervision. 

The  Crippled  Children's  Division,  Maryland  State  Depart- 
ment of  Health,  has  particular  difficulty  in  obtaining  hospital 
diagnostic  and  rehabilitation  services  for  the  children  they  serve 
in  the  age  group  14  to  21  years.  This  particular  lack  of  facilities 
should  be  kept  in  mind  when  developing  improved  diagnostic 
and  rehabilitation  centers  for  handicapped  children. 
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APPENDIX 

SUGGESTED   OUTLINE  FOR  A  DIAGNOSTIC  AND  RE- 
HABILITATION CENTER 

1.     Philosophy 

The  evaluation  of  the  handicapped  child  requires  a 
multidisciplined  approach  since  many  children  with  im- 
paired function  in  one  organ  have  impairment  of  function 
in  another  organ  or  system,  and  until  studied,  the  presence 
of  multiple  defects  cannot  be  ascertained.  Likewise,  in  the 
treatment  of  such  patients  the  services  of  professional 
personnel  with  differing  orientation  are  required  for  the 
optimal  care  of  the  child,  and  advice  to  his  family.  Such  a 
broad  approach  can  be  obtained  with  reasonable  economy 
only  if  a  wide  range  of  specific  disorders  is  covered. 

A  diagnostic  and  rehabilitation  center  would  provide 
a  central  facility  in  which  numerous  special  services  would 
be  available  without  the  need  of  sending  a  child  from  one 
clinic  to  another,  rescheduling  return  visits,  delays  in  some 
services,  and  absence  of  others.  This  obviously  differs 
considerably  from  present  evaluation  and  treatment 
services  in  which  the  child  is  simply  shuttled  from  one 
specialty  clinic  to  another  with  no  one  taking  the  final 
responsibility  for  laying  out  a  program  of  total  care  for  the 
child. 

The  influence  of  the  diagnostic  and  rehabilitation 
centers  would  spread  to  all  parts  of  the  State  by  means  of 
its  consultation  services  and  through  the  training  of  per- 
sonnel for  the  staffing  of  traveling  clinics  and  subcenters. 


2.    Admissions 

Admissions  should  be  controlled  by  the  medical  director 
and  should  not  be  obligatory.  Quality  of  service  can  be 
maintained  only  if  the  case-load  is  limited. 


3.    Aims  and  Services 

The  purpose  of  the  center  would  be  as  follows: 

(a)     Detailed  evaluation  of  each  handicapped  child  by  all 
appropriate  specialties 
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(b)  Planning  of  intensive  program  of  rehabilitation  using 
the  best  available  techniques  and  experimenting  with 
new  ones 

(c)  Observation  of  the  results  of  the  intensive  program 
in  order  to: 

(1)  Evaluate  its  usefulness 

(2)  Recommend  long-term  care  of  each  patient;  in 
some  instances  this  will  be  carried  through  at  the 
center;  in  others,  in  the  local  community. 

(d)  Teaching  medical  students;  residents  in  pediatrics, 
neurology,  psychiatry,  and  physical  medicine;  psycho- 
logists; physical  therapists;  speech  therapists;  etc. 

(e)  Education  and  training  of  parents  in  attitudes  and 
techniques  in  the  care  of  their  handicapped  child  by 
group  orientation,  as  well  as  specific  person-to-person 
demonstrations  as  in  physiotherapy.  Demonstrations 
and  planning  in  the  home  are  also  anticipated.  This 
aspect  of  the  program  is  considered  all  important  to 
obtain  optimal  performance  of  the  child  in  the  family 
and  community  life,  as  well  as  relieving  the  existing 
community  resources.  This  aspect  of  the  program 
would  also  ensure  maintenance  of  the  identity  of  the 
various  parent  organizations  involved. 


4.     Type  of  Patient 

(a)  Cerebral  palsy,  muscular  dystrophy  and  other  chronic 
motor  handicapping  disorders 

(b)  Mental  deficiency 

(c)  Chronic  emotional  problems 

(d)  Communication  problems— hearing  and  speech  handi- 
caps, vision  defects,  aphasias,  and  specific  educational 
problems,  such  as  reading  handicaps 

With  respect  to  Group  (a),  the  goal  would  be  largely 
that  of  determining  what  can  be  accomplished  by  an  in- 
tensive program  of  physical  therapy,  prosthetic  devices, 
exercises,  etc.,  probably  at  first  as  hospitalized  inpatients  or 
day-patients  when  feasible. 

With  respect  to  Group  (b),  the  need  for  a  central 
facility  for  diagnostic  evaluation  alone  makes  the  entire 
project  a  worthy  one.     Needed  even  more  acutely  is  a 
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facility  for  the  sustained  support  for  chronic  patients  and 
family.  This  sustained  contact  would  enable  an  evaluation 
of  the  best  program  for  education  and  treatment,  not  just 
for  the  immediate  crisis  but  over  the  course  of  school  life 
and  thereafter. 

With  respect  to  Group  (c),  the  short-term  problems  now 
treated  in  outpatient  clinics  would  be  excluded  and  focus 
would  be  on  the  long-term  disorders  that  tend  to  be  in- 
adequately treated.  This  would  include  short-term  hos- 
pitalization for  the  severely  disturbed  in  order  to  plan  for 
future  care  (whether  residential  center,  foster  home,  or 
custodial  care). 

With  respect  to  Group  (d),  the  program,  besides  its 
diagnostic  contribution,  would  provide  an  opportunity  for 
the  assessment  of  remedial  measures  and  the  development 
of  new  approaches. 

5.  Physical  Plant 

It  is  suggested  that  about  20  beds  per  center  would 
be  the  proper  number,  both  in  terms  of  need  and  manage- 
ability. Hospitalization  would  be  for  periods  up  to  six 
months  as  indicated.  A  large  number  of  children  might  be 
day-patients;  that  is,  in  attendance  during  the  day,  but 
sleeping  at  home.  This  would  be  feasible  where  distances 
were  not  great  enough  to  provide  burdens  for  children  and 
families.  The  building  should  have  the  preponderance  of  its 
floor  space  devoted  to  treatment  facilities  and  outpatient 
clinics,  with  only  a  small  part  reserved  for  bed  space. 
Nursery  school  facilities,  including  outdoor  recreational 
facilities,  should  be  included  for  handicapped  and  normal 
children  to  permit  orientation  of  young  children  as  early 
as  possible  into  educational  situations,  as  well  as  to  provide 
opportunity  for  observation  and  study  in  such  an  environ- 
ment. Office  space  for  administrative  staff,  secretaries, 
records,  etc.  would  be  required  in  addition. 

6.  Location 

Ideally,  units  as  described  should  be  within  the 
boundaries  of  The  Johns  Hopkins  and  the  University  of 
Maryland  medical  institutions,  with  close  relationship 
to  the  various  special  clinics.  This  would  be  advantageous 
from  the  following  points  of  view: 

(a)     Accessible  diagnostic  facilities  of  all  kinds  without 
duplication 
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(b)  Accessible  auxiliary  facilities,  record  room,  treatment 
facilities,  physiotherapy,  etc. 

(c)  Convenience  and  economy  of  time  of  medical  staff 
and  students 

(d)  Convenience  and  economy  of  time  of  research  workers, 
in  terms  of  facilities,  opportunities  for  consultation, 
etc. 

Items  (c)  and  (d)  are  of  paramount  importance.  From 
the  experience  of  other  institutions,  quality  of  teaching  and 
research  deteriorate  almost  in  direct  proportion  to  the 
distance  from  the  university  medical  center. 

To  prevent  these  locations  from  having  serious  disad- 
vantages for  patients  living  at  a  distance  from  the  center, 
arrangements  would  have  to  be  made  to  provide  a  simple 
domiciliary  type  of  care  for  inpatients.  Less  costly  than 
general  inpatient  hospital  care,  such  care  would  involve  a 
marked  expansion  of  volunteer  services.  An  outdoor  play 
area  for  nursery  school  groups  would  be  required,  and  space 
should  be  provided  on  the  campus  for  this. 


7.     Staff 


(a)  Director — should  be  a  physician,  preferably  a  pedia- 
trician interested  in  the  problems  of  chronic  diseases 

(1)    Administrative  Assistant 

(b)  Service  Chiefs 

(1)  Internist 

(2)  Neurologist 

(3)  Physiatrist 

(4)  Psychiatrist 

(c)  Assistant  Service  Chiefs — one  for  each  service 

(d)  Resident  Staff 

(1)  Neurology — rotate  regular  hospital  residents 
through  service  (full-time)  for  appropriate 
periods 

(2)  Psychiatry — as  above 
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(3)  Pediatrics — prolonged  exposure  on  a  part-time 
basis  in  order  that  residents  may  benefit  from 
longitudinal  study  of  cases 

(4)  Physical  Medicine — a  regular  part  of  rotation 
of  orthopedists  and  physiatrists 

(e)  Medical  Students — as  part  of  clinical  clerkship  in 
pediatrics  and  as  part  of  electives  in  neurology  and 
public  health 

Public  Health  Students — as  part  of  their  training  in 
community  medicine  and  modern  preventive  medicine 

(f)  Consultants — making  regular  rounds 

(1)  Audiologist 

(2)  Electroencephalographer 

(3)  Ophthalmologist 

(4)  Orthopedist 

(5)  Plastic  Surgeon 

(6)  Radiologist 

(g)  Nonmedical  Staff 

(1)  Audiologists 

(2)  Laboratory  technicians 
(8)    Nurses 

(4)  Physiotherapists 

(5)  Psychologists 

(6)  Secretarial  pool 

(7)  Social  workers 

(8)  Speech  Therapists 

(9)  Teachers 

8.     Laboratory  Facilities 

(a)     Small  clinical  laboratory  for  routine  studies  on  blood 
and  urine  (refer  elsewhere  for  more  complete  work-up) 
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(b)  Audiology  Center 

(c)  Diagnostic  X-ray 

(d)  EEG  Laboratory 

(e)  Experimental  laboratories  of  the  Department  of 
Pediatrics  would  be  valuable  in  the  research  and  diag- 
nostic aspects  of  the  unit. 

(1)  Biochemical 

(2)  Genetic 
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